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Table I Deaths in young and elderly subjects notified with tuberculosis in Leeds 19861990 
Young Elderly 
(age ~64 years) (age 265 years) Total 
Notifications 266 109 375 
Deaths 12 (5%) 41 (38%) 53 (14%) 
Deaths from tuberculosis 8 (3%) 31 (28%) 39 (10%) 
Post mortem notifications . 3 (1%) 23 (21%) 26 (7%) 
The mortality rate from tuberculosis in Leeds 
(10%) is higher than that reported in Edinburgh and 
other series, although the strong association be- 
tween mortality and age, and the fact that some 
two-thirds of those dying of tuberculosis were noti- 
fied after death, is similar in the two studies. The 
continuing high mortality and late diagnosis of tuber- 
culosis in the elderly is of major concern. In elderly 
subjects, a high index of suspicion is required if the 
unacceptably high mortality from tuberculosis is to 
be reduced. 
C.TEALE*,S. B.PEAR~~N~ AND J. M. GOLDMAN~ 
*Seacroft Hospital, Leeds 
tLeeds Chest Clinic and 
1 Torbay Hospital, U.K. 
31 May 1995 
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Dear Editor 
Spontaneous closure of a large emphysematous bulla 
We were interested to read the recent case report 
by Wahbi and Arnold (l), describing the rare occur- 
rence of spontaneous closure of a larger emphysema- 
tous bulla in a patient previously considered for 
surgical excision. We report a similar case in our 
hospital of a 74-year-old male smoker with known 
bilateral bullous emphysema (Plate 1) and long- 
standing disabling symptoms, who developed 
left-sided pleuritic pain and profound night sweats 
which persisted despite several courses of oral anti- 
biotics. Chest X-rays revealed fluid levels in the 
emphysematous bulla in the left upper lobe (Plate 2) 
and he was duly commenced on intravenous 
Plate I 
metronidazole, penicillin and gentamycin. Interest- 
ingly, Mantoux test was strongly positive,but sputum 
was negative for AAFB and TB culture. Following 2 
weeks of antibiotic therapy, there was significant 
clinical and radiological improvement. Oral anti- 
biotics were continued for a further 4 weeks, and at 
review 3 months later, chest X-ray showed that the 
infected bulla had contracted up to the left apex and 
that the’left lower lobe was now fully expanded. 
Dyspnoea improved and he remained asymptomatic 
at review 6 months later, when the very large bulla 
in the left upper lobe had completely disappeared 
(Plate 3). 
E. A. MILLAR AND P. D'A SEMPLE 
Department of General Medicine 
Inverclyde Royal Hospital 
Greenock, Scotland, U.K. 
19 June 1995 
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Dear Editor 
Pulmonary lymphangioleiomyomatosis and 
tuherous sclerosis 
Berkman et al. (1) recently presented the case of a 
46-year-old woman with progressive dyspnoea and 
bilateral spontaneous pneumothorax. On the basis of 
the pathological examination of the lung biopsies, 
they presumed that this was a form of pulmonary 
lymphangioleiomyomatosis. Unfortunately, lesions 
of diffuse pulmonary lymphangioleiomyomatosis are 
indistinguishable from pulmonary tuberous sclerosis 
(2). In addition, the most common presenting clinical 
features in pulmonary tuberous sclerosis include 
spontaneous pneumothorax and dyspnoea (3,4), and 
high-resolution chest CT findings in pulmonary 
tuberous sclerosis have been reported to be indistin- 
guishable from those in pulmonary lymphangioleio- 
myomatosis (5). 
Thus it is surprising that these authors failed 
to discuss the possibility of a pulmonary tuberous 
sclerosis in the differential diagnosis of their patient. 
In their report, there is no mention for the presence 
(or absence) of the typical stigmata of pulmonary 
tuberous sclerosis such as adenoma sebaceum, men- 
tal retardation and history of epilepsy. Knowing that 
angiomyolipomas of kidneys and multiple cerebral 
calcifications are frequently associated with tuberous 
sclerosis (2), it would have been important to know 
the results of ultrasonography of the kidneys and 
computed tomography imaging of the brain. 
Pulmonary tuberous sclerosis is similar to pul- 
monary lymphangioleiomyomatosis in terms of its 
natural history, clinical, radiological and histological 
features, and response to treatment (3). Thus when a 
diagnosis of pulmonary lymphangioleiomyomatosis 
is made, clinicians need to look for stigmata of 
pulmonary tuberous sclerosis, as this diagnosis is 
often missed initially. 
R. POLOSA 
University of Catania 
ZtaIy 
30June 1995 
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